ABSTRACT
INTRODUCTION
Understanding how a clinic is providing its services, who is accessing the services, how the services have been perceived by the clients, and whether the clients' profile has changed over time are some of the basic questions that pertain to strengthening health service delivery and
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Nepal's first service for safe induced abortion (surgical evacuation) was established in 2004 at the Paropakar Maternity and Women's Hospital (Maternity Hospital) in the capital city Kathmandu. Since then abortion services have been expanded through many public, non-governmental and private clinics. By mid-2011, nearly 500,000 women had obtained abortion services from 487 Ministry of Health-certified abortion clinics in the three sectors. A total of 1,276 doctors and nurses have been trained in safe abortion services.
1
In 2005, a study was conducted among women at the Maternity Hospital abortion clinic to examine the clients' profile, the context of demand for services, affordability, and satisfaction with services.
2 One of the findings of the study was that those who sought and obtained services were overwhelmingly married women, most of whom wanted to stop having children. Further, the basic profile of the women seeking abortion services was essentially similar to what had been found in previous research. 3 In 2010, another survey was conducted in the same clinic using essentially the same survey instrument. This afforded the opportunity to assess any changes over the years which might have occurred in the demographic and socioeconomic composition of the clients accessing abortion services.
We first provide a review of the trend in the utilization of abortion services and a cost analysis for the period [2004] [2005] [2006] [2007] [2008] [2009] . Following this, we present key findings based on the two surveys conducted five years apart. The basic research questions that we sought to examine are: With the continued availability of services, were there significant changes in the composition of the abortion clients during the five-year period? Has the primary reason for seeking abortion changed over time? Has contraceptive use, the proximate determinant of unintended pregnancy, changed over time? And, finally, what implications might these findings have on strengthening service delivery?
METHODS
Data from two rounds of cross-sectional surveys among women who obtained services at the Maternity Hospital abortion clinic were analyzed. Neither of the studies involved testing a new approach or modifying the existing quality or standard of services. Rather, the studies were designed to get a "snap shot" of the standards of care and services as they existed.
The surveys included the full spectrum of service users without limiting the sample to fit a particular set of inclusion criteria. The eligible respondents for both surveys were, hence, defined to be those who presented themselves at the clinics for surgical abortion (evacuation) within the first 12 weeks of pregnancy and received treatment. The procedure Manual Vacuum Aspiration (MVA) was used for surgical abortion. The procedure was performed by administering paracervical block (local anaesthesia) and was done on an outpatient basis. As part of the standards of care, each client also received counselling on contraceptives. For those wanting to use a method, IUDs, injectables, condoms and the pill were provided at discharge at the same clinic; sterilization services were also offered and provided through a separate family planning clinic located in the same hospital complex. The sample size for both the surveys was predetermined. All women who sought surgical evacuation and were eligible for the services during the study period were contacted. In the 2005 and 2010 surveys, a total of 680 and 398 women were contacted, respectively. Of them, 672 and 392, respectively, consented to participate in the surveys. These two survey samples represented two cohorts of women. All the interviewers were females who were trained in the contents and the techniques of interviewing with sensitivity to clients seeking abortion counseling and services. Several of the questions in the surveys were partially or fully openended with coded responses. A written informed consent was read to each potential respondent, and a verbal consent from each was sought before the interview. Both of the study protocols were approved by the Nepal Health Research Council. Because the two surveys had different sample sizes, it was not possible to merge the data to perform any statistical tests on the survey responses. Further, the 2005 individual-level data set was no longer available for estimating confidence intervals for strict statistical comparison. For these reasons, we arbitrarily chose at least four percentage points difference in the results (referring to percent distribution) between the samples to represent real differences. Our rationale for this choice was that these differences would have more relevance and significance from a service delivery perspective than would the statistical significance alone. Table 1 
RESULTS

Trends in Service Utilization
Cost Analysis
Clients' Profile
The median ages of the 2005 and 2010 cohorts were 26 and 27, respectively. The age group 25-29 comprised the highest percentage of women using the services in both periods (table 2) . A little over one-quarter (28% v. 29%) of the clients were illiterate and about one in five (18% v. 19%) had college or higher educational attainment. The overwhelming majorities (97%) of the clients were married; 2% and 2.5% were single; and less than 1.0% were divorced.
Of the total, 12% v. 13% of the women had never had a live birth (table 3) . Among those who had a live birth, the average number of living children was about two for both cohorts of women. The most common sex composition of living children was one son and one daughter (26% v. 29%) followed by one son (20% in both groups). Among the 2005 and 2010 clients, the percentages that intended to have a / another child sometime in the future were 29% and 32%, respectively. More of the 2005 than the 2010 cohort were uncertain about having another child in the future (14% v. 5%). The majority of women in both groups (57% and 63%) did not wish to have any more children.
In response to an open-ended question regarding the context (circumstances) that resulted in an unintended pregnancy (table 4), 41% of those in the 2005 cohort responded that the contraceptive or non-program methods (e.g., withdrawal or rhythm) failed. About 35% said they had unprotected sex because they did not think they could become pregnant. Just over one quarter (27%) said they took a chance even when they thought they might become pregnant. Among the 2010 cohort, each of the threetaking a chance, thinking that there was a low probability of becoming pregnant, and having a contraceptive failwere important reasons for about an equal proportion of women (31% and 33%).
As shown in table 5, peri-contraceptive use was higher among the 2005 than the 2010 cohort (62% v. 53%). Among those who had used a method, the most common was condom (38% and 29%) followed by withdrawal (used by 25% and 27%). About one in five were using the pill in both groups. Women who were not using a method to prevent an unintended pregnancy were asked an openended question about the main reason for not doing so. Because the codes were not the same for the 2005 and 2010 surveys, comparisons were not meaningful. Among the women interviewed in the 2010 survey, the multiple reasons given in rank order were (data not shown in a table): actual or perceived health risk (47%), perceived low risk of pregnancy (18%), dislike (either by self or the partner) of the available methods (18%), and forgot to use the method or method not readily available (13%). Injectable was the most common method used at discharge (60% among the 2005 cohort and 30% by the 2010 cohort) (table 5) . Among the former, the IUD was the second most common method, whereas among the latter cohort, condoms and the pill were common methods (20% and 22%). About one fourth (22%) of the 2010 cohort of women left the clinic without any method, while 2% of the 2005 cohort did so.
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DISCUSSION
The abortion clinic at the Maternity Hospital marked its five-year anniversary of uninterrupted services in March 2010. The data from this particular clinic are important not only because this is where the services began but also because it has been the lead public sector clinic with the highest number of clients among all the abortion clinics in the country and continues to serve as a referral clinic. The clients in this particular clinic can, therefore, be expected to be more representative than those using other public sector clinics. The data from the 2005 survey serve as a baseline for assessing changes over time and evaluating how the composition of clients may have changed from the early adopters (vanguard users) of services.
Evidence from both surveys supports the previous finding from Nepal that most abortions are sought and received by married women and the primary reason for abortion is having already achieved their desired family size. 3 This reason has not changed much over time, at least among the women who attended the MH clinic. The proportion of clients wanting no more children may have increased over time. That would also be consistent with rapidly declining fertility preferences and actual fertility in both urban and rural Nepal over the years. 4 A related analysis based on the 2010 survey found that the basic profile of the MH abortion clinic clients was similar to that of a large non-government (NGO) abortion clinic. 5 These data suggest not only that the clients' profile has essentially remained the same over time, but that the profiles are similar for the public and NGO sector clinics, at least in the capital city. The findings can be used for estimating potential demand for services, planning, and training service providers.
A significant proportion of the abortion clients in both time periods reported using contraception in the month of unintended pregnancy. Part of the reason for higher use among the 2005 cohort could have been due to the fact that women who were breastfeeding their children under six months of age were counted as using lactationalamenorrhea method. This difference notwithstanding, among clients in both cohorts, the four most commonly used peri-contraceptives, particularly the non-program methods-withdrawal and abstinence-are known to have higher real-life failure rates than other methods due to a combination of poor compliance and method failure. 6 For some of these women, abortion may have been the only choice; but for many, abortion could have been avoided by effective contraceptive use. In this context, a critical look at the family planning program's methods of communication and counseling could be highly useful. It needs to be emphasized that the availability of and access to abortion has changed the landscape in which reproductive decisions are made and services are accessed among the women (and men) in Nepal.
Although the clients in both time periods were similar in their background characteristics and the contraceptive methods most commonly used by them prior to the abortion remained the same, it was clear from the data that contraceptive methods dispensed to the clients (at the time of discharge) varied vastly in the two time periods. In 2005 injectables and IUDs were the two predominant methods at discharge. However, in 2010 while injectables remained the most popular method at discharge they were used by only half as many women and pills were the second most common method. To the extent that this finding is an indicator of the contraceptive supply and provision situation in the clinic, these data suggest the need to review the family planning program in the clinic and hospital at large. The supply of IUDs and implants has been erratic. Further, the comprehensive family planning services are provided in a clinic that is separate from the abortion clinic. Although the two clinics are within the same hospital complex an effective referral system is not in place.
There continues to be a lack of effective linkages between the two clinics, although some efforts have been initiated in recent times. In the existing service delivery system, when an abortion client is referred to the family planning clinic, it is not feasible to keep track of the outcome nor is there any way to assign a priority to the abortion clients. Consequently, the contraceptive needs of many of the abortion clients may remain unaddressed and therefore go unmet. A comprehensive review of the policy, management, and service delivery issues aimed at identifying better and more effective referral and integration is urgently needed. Because this clinic is the lead among all clinics in the public sector, what happens or does not happen in this particular 
CONCLUSION
The demand for abortion services at the Maternity Hospital clinic has risen over the years. The clinic has achieved a positive cash flow in recent years, and in 2009 the cost of providing the services was Rs. 796 ($10.26) per client. The profile of the clients at this clinic has remained essentially the same between those accessing services in 2005 and in 2010. The typical users of abortion services at the clinic are around 27 years old with two living children, most are married, with the majority not wanting to have more children. About half of them have used a contraceptive method-mostly condoms, withdrawal, the pill and rhythm method-during the month of unintended pregnancy, suggesting failures with these methods. Health concernsperceived or actual-dislike of available methods and perceived low risk of pregnancy are frequently cited reasons for not using a contraceptive method. Although abortion is probably unavoidable for some women, family planning programs could play a more effective role in preventing unintended pregnancies. The linkage between the abortion and family planning clinics needs to be strengthened.
